
Supersedes  

57 


.. Revision: HCFA-PM-91- 4 (BPD) OMB NO.: 0938-
AUGUST 199 1 

State/Territory: Missouri 

Citation 4.19 Payment for Services 

42 CFR447.252 (a) The Medicaid agency meets the requirements of 
42 CFR Part 447, Subpart C, and sections
1902(a)(13)


and 1923 of 

the Act 


-

TN No. y/- I+& 
Approval
Date Date
Effective 
TN No. f 7 - f )  

1902(a)(13) and 1923 of the Act with respect to 
payment for inpatient hospital services. 

ATTACHMENT 4.19-A describes the methods and 
standards used to determine rates for payment for 
inpatient hospitalservices. 

,@ 	 Inappropriate level of care days are covered and 
are paid under the State plan at lower rates than . 
otherinpatient hospital services, reflecting the 
level of care actually received, in a manner 
consistent with section 1861(v)(l)(G) of the Act. . 

/T Inappropriate level of care days are not covered. 

dec 1 1 

. 
HCFA ID: 7982E 
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Revision: HCFA-PM-93- 6 (MB 1 OMB No. : 09.38
hugus t 1993 

s t a t e / t e r r i t o r y  Missouri 
C i t a t i o n  
42 CFR 447.201 
42 CFR 447.302 
52 FR 28648 
1 9 0 2 ( a ) ( 1 3 ) ( E )  
1 9 0 3 ( a ) ( l )a n d  
( n )  , 1920,and 
1926 of  the A c t  . 

1902 ( a )(10) and 
1902 ( a )(30) of 
t h e  A c t  

4 .19(b)  	 I n  a d d i t i o n  t o  t h e  service^ s p e c i f i e d  i n  
paragraphs4 .19(a) ,  ( d ) ,  (k), (l), a n d( m )t h e  
Medicaid agency meets t h e  f o l l o w i n g
requirements: 

(1) 	S e c t i o n1 9 0 2 ( a ) ( l 3 ) ( E )o ft h e  A c t  r e g a r d i n g  
payment for services fu rn i shed  by  Fede ra l ly
q u a l i f i e d  h e a l t h  centers (FQHCs) under s e c t i o n  
1905(a )( 2 )  (C)  of t h e  A c t . .  Theagency meets 
t h e  r e q u i r e m e n t s  o f  s e c t i o n  6 3 0 3  o f  t h e  S t a t e  
Medicaid Manual (HCFA-Pub. 45-6) regarding 
payment f o r  FQHC s e r v i c e s .  ATTACHMENT 4.19-8 
describes t h e  methodof payment and how t h e  
agency  de te rmines  the  r easonab lecosts o f  t h e  
services (for example, cost-reports, cost or 
budget  reviews, or samplesu rveys ) .  

( 2 )  	 Sections 1 9 0 2 ( a ) ( l 3 )(E) and1926ofthe A c t ,  
and 42 CFR Part  447,  Subpart  D, w i t h  respect 
t o  payment f o r  a l l  o t h e r  t y p e s  of ambulatory 
services p r o v i d e db yr u r a lh e a l t h  c l inics  
unde r  the  p l an .  

t he  andATTACHMENT 4.19-8 desc r ibesme thods  
standards used f o r  t h e  payment of each  of t h e s e  
s e r v i c e s  except for i n p a t i e n t  h o s p i t a l ,n u r s i n g
f a c i l i t y  services and services i n  i n t e r m e d i a t e  care 
f a c i l i t i e sf o rt h em e n t a l l yr e t a r d e dt h a t  are 
d e s c r i b e d  i n  o t h e r  a t t a c h m e n t s .  

SUPPLEMENT 1 t o  ATTACHMENT 4.1L9-B d e s c r i b e s  
genera l  methods  and  s tandards  used  for 
e s t a b l i s h i n g  payment for Medicare P a r t  A and B 
deduct ib le /co insurance .  

TN 

Approval Date T rl 4 rn E f f e c t i v eSupersedes D a t e  July 1. 1993 
Nnn+I-fhL. -.-
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State missouri 

citation 4.19(c) Payment is made to reserve a bed during
42 CER 447.40 a recipient's temporary absence from an 
m78-90 inpatient facility. 

rn yes The s h e ' s  policy is 
described in 4.l9-C. 

. 
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OXB No. : 09384193 

Citation 

42 CFR 447.252 
47 FR 47964 

48 FR 56046 

42 CFR 447.280


* 47 FRcare
services. 

52 FR 28141 

......................... . . ............. 
s ... 

..... . .  
. . ...... . . . ........ ........ . ......... .............. . . . .................. . . . ................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................. 

FN No. 0 - c  

4.19 (4) 


!-/x/ (1) The Medicaid agency meets the requirements of 


(2) 

Part Subpart C, with42 CFR 447, respect to 
payments for skillednursing and intermediate 


ATTACHMENT 4.19-D describes the methods and 

standards usedto determine rates for payment 

for skilled nursing and intermediate care 

facility services. 


The Medicaid agency provides payment for 

routine skilled nursing facility services 

furnished by a swing-bed hospital. 


- At the average rateper patient day paid to 

SNFs for routine services furnished during 

the previous calendar year. 


-/T At arate established by the State,which 
meets the requirements of 42 CFR Part 447, 
Subpart C, as applicable. 

-// Not applicable. The agency does not 
provide 	 paymentfor SNF services to a 

swing-bed hospital. 


(3) The medicaid agency provides payment
for 
routine intermediate care facility services 

furnished bya swing-bed hospital. 


day
-// At the average rate per patient paid to 
ICFs, other thanICFs for the mentally
retarded, for routine services furnished 
during the previous calendaryear. 

- At arate established// by the State, which 
meets therequirements of 42 CFR Part 447,. 
Subpart C, as applicable. 

-A?? 	Mot applicable. The agency does not 

provide paymentfor ICF services toa 

swing-bed hospital. 


-// (4)  Section 4.19(6)(1) of this planis not 
applicable with respect to intermediate care 
facility services;such services arenot 

provided under this Stateplan. 


nov 2 3 131 oct ::T:R? 
Supersedes Effective Date 

'< TI No. jsA5 Approval Date 

HCFA ID: 1010P/0012P 
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revision 	EFA-m80-38(BPP)
May 22, 1980 

State missouri 

citation 4.19(e) The Medicaid agency meets all requirements 
42 CER 447.45 (C) of 42 CFR 447.45 for timely payment of 
m 7 9 - 5 0  claims. 

4.19-E specifis,,
for each 
type of service, the definitino of a 
claim fat purposes of meeting these 
requirements. 
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Revision: 	 HCFA-PM-87-4 (BERC) OWB NO-: 0938-0193 
march 1987 

State/Territory: ,Missouri 

Citation 4.19 ( f )  The medicaid agency limits participation to 
42 CFR447.15 providers who meet the requirements of 
AT-78-90 42 CFR447.15. 
AT-80-34 
48 FR 5730 lo provider participating under this plan may deny

services to any individual eligible under the plan 

onaccount of the individual's inability to paya 

cost sharing amount imposed bythe plan in 

accordance with 42 CFR 431.55(g) and 447.53. This 
service guarantee does not apply to an individual 
who is able to pay, nor does an individual's 
inability to pay eliminate his or her liability for 
the cost sharing change. 

< 



63 


State MISSOURI 


Citation 4.19(g) The Medicaid agency assures appropriate
42 CER 447.201 audit of records when p a p e n t .  is based rn 
42 CER 447 .202 00s- of services or ~1 a fee! plus 
"-18-90 met of materials. 
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Citation 4. l9(h)  The Medicaid agency meets the requirements
42 Cm 447.201 Of 42 CFR 446.203 for documentation and 

n 42 CER 447 -203 availability of cent c a w  
rn70-90 

Effective Date 



. 65 


Citation 4 . l9 ( i )  The Medicaid agency's payments are 
42 CFR 447.201 sufficient to enlist enough providers 80 . 42 CFR 447.204 that services under the plan are 
AT-78-90 	 available b recipients at least to the 

extentthatthose services are available to 
the general population 
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.. Revision: HCFA-PM-91- 4 (BPD) OMB No.: 0938-
AUGUST 199 1 

State: 

Citation 


42 CFR 4*19(j) 

447.201 

and 447.205 

* 
* 

1903(v) of the (k)

Act 


TN No. 41+& 
supersedesApproval
TN No. r7-15 . 

Missouri 


The Medicaid agency meetsthe requirements

of 42 CFR 447.205 for public noticeof any changes in 

Statewide methodor standards for setting payment 

rates. 


The Medicaid agency meets the requirements

of section 1903(v) of the Act with respect to payment

for medical assistance furnished to analien who is 

not lawfully admitted for permanent residence
or 

otherwise permanently residingin the United States 

under color of law. Payment is made only for care 

and services that are necessary the treatment of 

an emergency medical condition,
as defined in section 

1903(v). ofthe Act. 


Date DEC J. 1 !?::! Effective Date 

HCFA ID: 79823 
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Revision\HCFA-AT-81-34 (BPP) 

MISSOURI 


Citation 4.19(k)
42 CFR 447.342 
46 FR 42669 

\
', 

,, 

TN- ? 

.Payments to  Physiciansfor 
Cl inical  Laboratory 1Services 

For services performed by an ,/ 

outside laboratory for a physician
who b i l l s  for t h e  service, payment
does not exceed the amount that  

'Would be authorized under Medicare 
accordance w i t h  4;! CFR 

I (c)  and (dl 

'\ 
/'%+Yes

'\Lmkt applicable. The 
medicaid agency doesnot 
all&, paymentunder the 
plan to physiciansfor 
outsidelaboratory
services'... 

\ 

\ 


